Background With few exceptions,
evaluationofthe capacityof general practitioners (GPs)to recognisepsychiatric disorder intheir patientshasfailedto considerthe role ofethnic diversity inthe consultationprocessandwhether such knowledgecanimprove understandingof the degreeto which psychiatricmorbidity isrecognisedwithin GPsettings.
Methods Thisresearchwascompleted
in five general practices representative ofall those within an inner-city health district. Psychiatric morbidity in patients consecutivelyattendingthe practiceswas then assessed usingthe General Health Questionnaire; in addition,GPswere asked to completeachecklistofcurrent problems identified during eachconsultation.
Results Analysis suggested that Asian
and Blackpatientswere lesslikelythan White patientsto havepsychological problems identified; that socialproblems and a psychiatric history facilitated recognition; andthat current physical illnesshindered recognition.
Conclusions GPrecognition of psychological problemsvariesaccording
to patientethnicity but canbe substantially maskedby both the physical and social circumstancesof patientsat consultation.
The majority of people with mental health problems are seen in primary care settings and at best about half are recognised by their general practitioner (GP) as having such problems (Goldberg & Huxley, 1992) .
A range of demographic, social and clinical factors have been found to influence the likelihood of recognition, suggesting that doctors identify psychiatric disorder more readily in women, the unemployed, the divorced and the middle-aged (Marks et a!, 1979; Boardman, 1987) . Asian patients have been found to have psychological problems identified less frequently than their White counterparts which, it has been suggested, may be due to a greater tendency either to somatise or to present physical problems to the GP (Bal, 1987; Boardman, 1987; Wilson & MacCarthy, 1994) . Case recognition in people of African origin is also poor (Boardman, 1987) . There is evidence that the co-existence of social problems facilitates recognition of psycho logical problems (Marino et a!, 1990) ; while the presence of physical illness hinders case identification (Freeling et a!, 1985) . Patients with a previous psychiatric diagnosis are more likely to be identified as having current mental health problems (Marino et a!, 1990; Wilmink, 1989) , with the likelihood of identification increasing with increasing severity of illness (Freeling et a!, 1985) . Detection rates also vary according to diagnosis (Wilmink, 1989) . The current work aims to identify those factors that contribute to a GP's detection of psycho logical complaints and to examine how these factors influence correct identification of these problems. The ethnic diversity of the local population (see below) presents the opportunity to examine the role of ethnicity, of both patient and GP. Other demographic variables considered are gender of patient and GP, together with the age, employment status and marital status of the patient. A patient's clinical presentation at consult ation is considered, in terms of the presence or absence of current physical or social
The study was undertaken as part of a wider epidemiological survey of psychiatric mor bidity in West Birmingham Health District (WBHD). This is a deprived inner-city area with a substantial ethnic minority popu lation (14% of the adult population being Black and 23% Asian). Attempts were made to select practices representative of those in the district (for full details see Sashidharan et a!, 1995) . To assist with this, details concerning those GPs working in practices within WBHD (12S GPs in 66 practices) were obtained through a postal survey. As well as asking GPs for an estimate of their referrals to psychiatric services in the pre vious six months, the survey collected information concerning their attitudes to psychological factors in the aetiology of various conditions (Shepherd et a!, 1966) and the role of the GP in the treatment of specified psychosocial problems (Bucks et a!, 1990) . Both measures of attitude have been found to be related to the GP's tendency to make psychiatric diagnoses (Shepherd et a!, 1966; Wilmink, 1989) . Questionnaires were returned by 79% of GPs. Data concerning practice populations held at the Family Health Services Authority (age, gender and postcode) were also accessed (with permis sion from GPs).
In order to take account of demographic differences across WBHD, we sampled the north and south of the area separately, the south being considerably more deprived and containing the majority of the ethnic mm ority population. Group and single-handed practices were also sampled separately to ensure inclusion of both. Initially the total number of patients aged 16â€"64 years on each practice list was examined. To max imise efficiency of the project, practices with small numbers or proportions of West Birmingham residents were excluded. Age and gender breakdown of remaining prac tice populations were compared with prac tices within the same sector and outliers were excluded. The GPs in the remaining practices were then compared in terms of
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Determinants of general practitioner recognition of psychologicalproblems in a multi-ethnic inner-city health district S.M.ODELL, P.G. SURTEES, N. W. J.WAINWRIGHT, M.J.COMMANDER and S.P.SASHIDHARAN the postal survey responses and those identified as outliers in these analyses were excluded, leaving practices representative of those in WBHD in terms of both population and GP attitude from which to select study practices. In order to keep the proportions from both types of practice (single and group) similar to those in each area, one large group practice (nine GPs) and two single-handed practices were selected from the south in contrast to a smaller group practice (four GPs) and only one single handed practice from the north. All five selected practices agreed to participate.
Procedures
Data for the study were collected between December 1992 and March 1993. In each of the five practices, all patients consulting at non-specialised surgeries during one week were screened to identify those eligible for the study, namely those aged between 16 and 64 years and living in WBHD. On arrival at the surgery patients were asked to complete a questionnaire while waiting to see the GP. A â€˜¿ consultation form' for the GP to complete was attached to the notes of all eligible patients before they were seen by the GP. For each practice there was a pilot day to allow data collection procedures to be finalised and any problems with the sche dules to be discussed. Each GP was given individual training on how to complete the consultation form, including an explanatory glossary sheet.
Measures
As part of the patient questionnaire the GHQâ€"30was used as the measure of current psychiatric morbidity. The 30-item version of the GHQ was constructed by excluding items endorsed by people with physical illness and is therefore particularly appro priate to the primary care setting. Addition ally, the questionnaire included items concerning basic demographic information, lifetime mental health problems/care and current physical health problems (Wells et a!, 1989) . Patients coded their ethnic group using categories based on the Office of Population Censuses and Surveys 1991 census classifications (Dale & Marsh, 1993) . In this paper the term â€˜¿ Asian'is used to include people identified as Indian, Pakistani or Bangladeshi and does not include Chinese or Vietnamese. As GP's notes do not accurately reflect what transpires in the course of a consultation (Hoeper et a!, 1984) , details of the GP's assessment were collected on a specially designed consultation form (available from the first author upon request). The World Health Organization's triaxial classification of problems presenting in primary care was used as the basis for this (Clare et a!, 1992) . GPs were asked to record by means of checklists the reasons for consultation, current psychological, social and physical problems, any psychiatric diagnosis, and current interventions.
Statistical analysis
The conventional 0-0-1-1 scoring system of the GHQ was used (creating a total score of 0â€"30) with a threshold score of 4/S used to indicate probable psychiatric morbidity in primary care settings (Goldberg & Wil hams, 1988) . GPs were regarded as having identified a psychological problem either if they identified any psychological symptoms as present on the consultation form check list, or gave a psychiatric diagnosis. Differ ences in response rates by demographic variables were assessed using x2 tests. Logistic regression was used to determine the influence of factors of interest on GP identification of psychological disorders, and both univariate and multivariate analy ses were performed, adjusting for â€˜¿ true' psychiatric status as represented by total score on the GHQ. Variables were selected for the multivariate model using backward stepwise regression, allowing for all main effects and subsequently first order interac tions with GHQ score. All analyses were performed in SPlus (Chambers & Hastie, 1992) . After graphical exploration of the relationship between GHQ score and GP identification, the GHQ was used as a continuous score and included as a linear term. With the adjustment for â€˜¿ true' psy chiatric status, odds ratios represent the extent to which presenting characteristics either increase or decrease the likelihood of detecting psychological problems. Interac tions with GHQ score measure the extent to which these factors help (or hinder) in correctly identifying these problems. If an interaction is present, the role of the factor changes as GHQ score increases. As an example, for low GHQ scores, a factor may not influence the GP's diagnosis (odds ratio of 1), whereas for high GHQ score, the factor may detract attention from the psychological complaint and result in un der-detection by the GP (odds ratio < 1). If a main effect, but no interaction is present, the GP either under-or over-detects when a certain presenting characteristic is present, and this under/over-detection is consistent regardless of true psychological state.
Missing values
In addition to observations unavailable because of non-completion of one or both of the patient or GP consultation forms, a further two observations were omitted be cause GP diagnosis was unknown and 65 because â€˜¿ true' psychological status, as mea sured by the GHQ, was undetermined. In order to minimise losses from incomplete GHQ schedules, scores were imputed from mean values where fewer than 10 of the 30 GHQ items were unknown. Univariate analy ses then were based on complete cases only. To minimise losses due to large numbers of missing covariates in the multivariate analy sis, extra factor categories were created to represent missing values. Where only a few missing values were present, this extra factor level was judged inappropriate; excluding these from analysis resulted in a further loss of only 14 observations insufficient to justify use of more complex missing value proce dures. Hence, for the final (muftivariate) analysis 752 observations were available, representing 72% of the original sample.
RESULTS

Response
A total 1 123 people who fulfilled the initial inclusion criteria for the study attended the surgeries and were asked to complete both the patient and GP forms. Of these, 84 were subsequently omitted as they were unable to respond to an English-language question naire, giving an effective sample size of 1039. Completed patient forms were re turned by 908 (87%) and consultation forms were completed by GPs for 951 (92%). Both forms were completed for a total of 833 individuals, representing an overall response rate of 80%. Patient non responders were older, with a 7% non response rate in the 16â€"29year age group compared with 13% for those aged between 30 and 44 and 18% for those aged between 45 and 64 (f=17.7, 2 d.f., P<0.001). Non response was also significantly higher among Blacks (14%) than Asians (5%) or Whites (4%) (@=26.8, 2 d.f., P<0.001). Non-completion rates for the GP form were significantly higher for Asian (15%) and Black GPs (12%) than for their White counterparts (2%) (x2=SS. Significant interaction was found be tween current physical health problems and GHQ score. Interpretation of this interac tion is presented graphically in Fig. 1 ; odds ratios (estimated from the model) for GP identification of psychological problems when a patient has no physical problems as compared to when physical problems are present, are plotted against increasing GHQ score. This suggests that the GP makes comparatively fewer psychological diag noses when physical problems are present, and that as GHQ score increases, this under diagnosis, as compared to when no physical problems are present, becomes more marked. Table 2 shows actual proportions of consulters diagnosed by GPs as having psychological problems, presented by GHQ case status (defined by GHQ score >4) and by presence/absence of physical problems. For GHQ non-cases it can be seen that more psychological diagnoses are made when physical problems are absent (odds=3.6) and for GHQ cases this difference is more marked (odds=6.0). The interaction, here, is not significant but the direction of this effect confirms what can be seen from the multi variate model, where GHQ score is entered as a continuous variable, and demonstrates the robustness of estimates from this model. Together, these results show, firstly, that more diagnoses are reached when no physi cal problems are apparent, and secondly, that presence of physical problems interferes with a GP's ability to make the â€˜¿ correct' diagnosis when the patient does have psychological problems.
DISCUSSION
Methodological issues
This weaknesses of pencil and paper tests to screen for psychiatric morbidity are well known. However, in the absence of a mental state interview, an instrument such as the â€˜¿ Ikble I Multivariateanalysas: adjusted oddsrates of GP identification of psychological problems patient forms were available were predomi nantly female (66%). Most were White but 16% were Black and 6% Asian. The mean age was 38 years (s.d. 14). Of the 19 participating GPs, four were women, nine were Asian, nine White and one Black.
Univariate analyses
Univariate analysis of GP identification of psychological problems showed that such detection improved with increasing GHQ score (odds ratio for a 1 s.d. increase in score of 1.8, P<0.001), and (adjusted by GHQ score) revealed that older patients were more readily identified than younger pa tients (odds ratio of 1.7, P=0.02 for diagnosis among those 30-44 years of age compared with those aged 16â€"29, and odds ratio of 1.8, P=0.006 for those 45â€"64years of age compared with those aged 16â€"29). Asians and Blacks were under-detected compared with Whites (odds ratios=0.31, P=0.02 and 0.S1, P=0.02, respectively).
Similarly, Asian GPs under-detected corn pared with White GPs (odds ratio=0.63, P=0.02) and male GPs were found to detect more psychological problems than their female counterparts (odds ratio=2 .0, P=O.01). All GPs were seen to detect more readily either when patients had social problems (odds ratio=7.8, P<0.001) or had a history of treated psychiatric disorder (odds ratio=3.1, P < 0.001). Conversely, they were less likely to detect if the patient had a current physical complaint (odds ratio: absence to presence=4.8, P<0.001). Significant interactions with GHQ score were found by ethnicity and for patient reported chronic or current physical prob lems. Whites were more likely to be correctly identified as having psychological problems than Asians (P=0.02), and presence of physical problems made the GP less likely to make a correct diagnosis (P=0.04). Table 1 presents the results of a multivariate analysis, performed to identify the set of factors considered most important for GP identification of psychological problems. After adjusting for other variables, it was found that detection improved with increas ing GHQ score, and that GPs were more likely to detect when social problems were presented and when the patient had a previous psychiatric history. Male GPs were again found to diagnose more problems than female GPs and presentation with current physical problems resulted in under recognition by GPs. GHQ offers the best alternative to estimate the probability that a person has a psychiatric disorder. Furthermore, using the GHQ as a continuous variable provides a useful means for comparing detection across groups, while avoiding difficulties of misclassification in herent in dichotomising into case/non-case groups using a predetermined threshold score. Adjusting for â€˜¿ true' psychiatric status enabled the impact of individual factors on identification to be measured without con founding due to different levels of morbidity within subgroups. Other than the GHQ we have no measure of the patient's perception of the nature of their current problems and we did not record their reason for consult ation, both ofwhich could provide additional insight into factors determining recognition and should be considered for inclusion in any further studies. Cross-sectional designs such as this have been criticised for requiring an immediate diagnosis from the GP and failing to appreciate the primary care setting as a series of briefconsultations (Giel et a!, 1990 ). In an attempt to limit this difficulty we defined recognition of a psychological dis order by the GP in broad terms, rather than require them to reach a â€˜¿ psychiatric' diag nosis on the basis of one consultation. The consequence of this decision is demonstrated by the fact that among those identified as having psychological problems by the GP, only one-third were given a psychiatric diagnosis. Despite a number of steps taken to attempt to include non-English speakers in the study (the questionnaire was available in four Asian languages spoken locally and interpreters were available to encourage patients to participate in the study), this was not successful; only 15 people completed non-English forms, while four times that number were identified as unable to complete a questionnaire because of language difficul ties. It was decided, therefore, to limit the study to those who were able to complete an English-language questionnaire. Further re search utilising a different methodology would be required to investigate the detection of psychological problems of non English literate Asian primary care patients.
Multivariate analyses
Demographic differences
In contrast to past research, we found few differences in the likelihood of detection of psychological problems according to pa tient demographic characteristics. Results did, however, confirm that those younger were under-diagnosed relative to older patients, and that Asian and Black patients were under-diagnosed relative to their White counterparts. For Asian patients the results suggest a greater tendency not only to under-diagnose but also to diagnose incorrectly. Multivariate analysis suggests that these differences are likely to be at least partially explained by differences in clinical presentation, rather than through stereotyping by GPs. Demographic charac teristics of the GPs themselves were also related to recognition. Under-diagnosing by Asian GPs has not been reported previously and is possibly explained by the large majority of both Asian and Black consul ters who attended Asian GPs. When analy sis was confined only to White patients no difference was found according to GP ethnicity. The finding of under-diagnosis of psychological problems by female GPs was consistent with previous research (Marks et a!, 1979; Boardman, 1987) , and this effect was still present after controlling for clinical factors in the multi variate analysis.
Clinical presentation
Multivariate analysis revealed that clinical factors were most important in determining recognition. Social problems in particular had a large impact. Given the cross sectional nature of the study it cannot be ruled out that the GPs awareness of social problems may result from an exploration of identified psychological problems. How ever, it seems likely that awareness of social problems facilitates recognition of psychological problems and that, as Mar mo et a ! (1990) argued, social problems may be a criterion used by GPs to make a psychiatric diagnosis. Consistent with this earlier research, those with a history of help-seeking for psychiatric problems were more likely to be identified to have psychological problems. This effect was particularly marked for those who had seen a psychiatrist previously. Although to some extent this probably reflects the greater chronicity or severity of these people's problems, it also suggests that having once sought psychiatric help facilitates subse quent recognition of further need. This demonstrates the particular difficulty for those who have never received any mental health treatment in first gaining help for psychological problems. The effect of severity of problems was further demon strated by increased likelihood of recognition with higher GHQ score. The importance of current physical health problems in decreas ing the likelihood of psychological problems being detected is understandable given the brevity of a typical primary care consult ation. Somatisation is, however, a common mode of presentation of psychological pro blems (Bridges & Goldberg, 1985) , so it is likely that in some cases these â€˜¿ physical' health problems identified by GPs were in fact manifestations of mental illness, empha sising the importance of detecting potentially underlying psychological problems. The fact that the impact of physical health problems was especially pronounced among those whose psychological problems were the most severe, additionally makes it of particular concern.
Explanations for ethnic differences
A primary aim of this paper was to investigate the role of ethnicity in determin ing recognition of psychological problems. Our results suggest that such variation may be better understood in terms of the ways in which members of different ethnic groups seek help from their GPs. For example, the tendency for Asians to focus on physical health problems is in keeping with an extensive research literature doc umenting the tendency for people from the Asian subcontinent to â€˜¿ somatise' their psychological distress (Bal, 1987; Wilson & MacCarthy, 1994) . The reduced ten dency to report a psychiatric history may reflect a history of better mental health, but is as likely to be a reflection of differing perceptions concerning psychological diffi culties (Cochrane & Sashidharan, 1996) . Less has been written about the mental health of Black people and primary care, the emphasis being on psychosis and specialist mental health services, but it seems likely that differences may again be a reflection of different ways of expressing mental distress, different health beliefs and styles of help-seeking. These findings sug gest that there is a particular need to include information concerning different cultural explanations of mental distress in training for GPs. 
